' - . N
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .- H63=030161

DEFARTMEN F BUBLIC HEALTH AND WELFAR ) el -k B -
DO NOT WRITE AM!:D:D y I-ililuq;islr.ui:.--rl‘l’Dil'riu:l No. ______*___.3_.}.8_J’rimary Registrstion District No. l,OQ.B,--_.,I’tagimar’l No. -__:2651 STATE FILE NUMBER

ON THIs sTUB D AUGT—1363 P—
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. (f institution: Residence before

a. COUNTY a. STATE &b. b. COUNTY acmission}

Vv$ 300
Rev. 4/59

b. CITY (If outside corparate limits, give TOWNSHIP only) Length af stay in b c. CITY inside Limity

own ST, IOUIS, MD, 6 days 1OWN St.louls YoX] No D)

[ :%;P?T?\TEO%F {Hf NOT in hospital, give locstion) laside Limita . STREET {M cutside, give locaten) Bunice on Farm

INSTTUTIONS T, IOULS CITY HOSP, #1, Yer X No [J ADDRE%lD a S.Broadway Yo [0 Nef!

a RMI OF PE,C‘.ASED First Middle Last 4. DATE Month Day Year
ype of prin e ey 7 OF _
JOSEPH c. KOsl N DEATH 7 22 63
v S OSEX . 8. COLOR OR RACE 7. Married ] Naver Married [] |B. DATE OF BIRTH [ ®- AGE (lew birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Male White Widowed Of Divorced [ 6-211-1883 m Months | Days I Hours Min.
10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
duri rhing i ired
ShippiAg CYeFR-TetTbd™ |A.E.Schmidt Supply fo. St.louis,Mo. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF BUSBAND OR WIFE
Joseph Koenen Catherine Bott Magdalen
15. WAS DECEASED EVER IN U.5, ARMED FORCES? 14 SOCIAI SECUHIRITY WO 17. INFORMANT Address
lYeﬁ no, or unlnown)l (If yes, piva war or dates of servi w&rren J .Koenen 5100 a S .Broadway
18. CAUSE OFPDEAI'H (Enter only one cawse per line for Ey,’ b and [c]. INTERVAL BETWEEN

ART 1. DEATH WAS CAUSED BY: - ONSET AND DEATH
- P & A -
IMMEDIATE CAUSE () ,mewffﬂ - ,JM/‘ Il Al
. ; #- 4 M M
Conditions, if any, DUE TO (b) éﬂq&é’/ C I ;/L

which gave rise to <
above cause (a), 3

iating the under- / ?\
lying couse last. DUE TO {c)

PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART NI if decsased was fornale was
disease condition given in PART 1 [a) there a pregnancy in last 90 days.

rD Yer I @ Ne I O Unaknown
. WAS OPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neiura of injury in PART | or PART 11 of item 18B.)
Penﬁmv a O a

résdl NoO

. TIME OF Houl month, Day, Year
INJURY am.
p.m.
. INJURY OCCURRED Z0c. PLACE OF INJURY (e.g., in or about home, | 20f CITY, TOWN, OR LOCATION "COUNTY
WHILE. AT WORK [J farm, factory, atreet, office bldg., erc.}
NOT WHILE AT WORK [J

21, | attended the decessed frgrn ; 16 63 'ﬂ_ 1__22_63__—and last saw nfr:‘uliw an ? 22 63

: m on the date stated above, and to the best of my knowledge, from the covses stated.

1

ey,
LI o

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at

22b. ADDRESS 22c. DATE SIGNED

”%%,,/ PR, 274" 1815 LarkT T Ave, 7 22 63

3a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEM‘ETER‘( OR CREMATORY 23d. LOCATION {City, town, ar county) (S1atre)

Removal | 7=26=1963 Mt.Hope “emetery 1215 lemay Ferry Rd,lemay,Mo.,

4, Tl ADODRESS X 25. DATE RECD. BY LOCAL REG. 26. RE AR'S NATYRE |
CLHAPPHIETEr Mortuaries UL 25 1983 f JM M

781, S, Broadway

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.

{Licensed Embalmer’s Statameal on Revarse Side}




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this cerlificate was embaimed by me,

or by _ o , Student Embaimer No.

working under my personal supervision.

Student

Signature of Student Embalmer

’ . o Licensed Embalmer No'. ‘g ? ?/
‘ | P. O. Address 7 V/é/f

-
[

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of Ilcense)

If embalmed by a STUDENT, he also shall sign in his QWN handwriting.

If this body is not embalmed, fact should be so stated above.




